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is a graduate of the University of California School of Medicine. Following 
his internship at Los Angeles County General Hospital, he completed his 
psychiatric residency training in the Department of Psychiatry, UCLA 
Medical Center, where he subsequently was Administrative Chief Resident. 
He is on the full-time faculty of that institution and is currently Assistant 
Director of the Outpatient Clinic, Neuropsychiatric Institute, Los Angeles. 
He is a member of the American Psychiatric Association and a Candidate 
at the Los Angeles Institute for Psychoanalysis. His major areas of research 
interest include the problem of suicide, treatment of the narcotic addict 
and the psychotherapeutic process. 


THE PROBLEM 
INCIDENCE 


IN RECENT YEARS the reported annual number of deaths in 
the United States as a result of suicide regularly exceeds the 
combined number of deaths from syphilis and its sequelae; 
typhoid fever; dysentery, all forms; diphtheria; whooping cough; 
meningococcal infections; acute poliomyelitis; measles; all other 
infective and parasitic disease except tuberculosis; acute nephritis 
and nephritis with edema, including nephrosis; and all complica- 
tions of pregnancy, childbirth, and the puerperium (48). The 
number of deaths from suicide in this country exceeds the number 
of deaths from all forms of tuberculosis by half again (48). It is 
not commonly recognized that murder in the United States is not 
half the problem that suicide is, statistically speaking (49) . 

The annual figure of 16,000—20,000 deaths due to suicide is a 
marked underestimate. Many suicides are hidden by families. 
Many pass as accidents. Some are listed as automobile accidents 
(55). If death occurs some time after the suicide attempt, it may 
not be listed as a suicide. The actual number of deaths by suicide 
has been approximated at three to six times the number so 
reported (9). The number of suicidal attempts has been approxi- 
mated at from five to nine times the number of reported suicides 
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(9, 14, 53). These statistics become more meaningful when we 
translate them as follows: Once every minute or two in this 
country someone makes a suicidal attempt; several times each 
hour the result is fatal. 


APPEAL AND ORDEAL 

Stengel and his group, who began studying suicide and at. 
tempted suicide in London a decade ago, early pointed out that 
most persons, including physicians, look upon the survivor of a 
suicidal attempt either as one who has bungled his suicide or as 
one who was not really sincere in his suicidal intention. It is taken 
for granted that the sole aim of a “genuine” suicidal attempt is 
self-destruction, and therefore the dead are called “successful” 
and the survivors “unsuccessful.” Stengel stressed the need to | 
consider attempted suicide without such preconceptions about its 
aim and biological significance, which prior to the studies of his 
group had generally been automatically regarded as self-destruc- 
tion. Early investigations convinced them that this was not s0, 
and careful interviewing of 453 patients who attempted suicide, 
supplemented by scrutiny of the records of 177 more and of 117 
suicides, strengthened their convictions in this regard. No other 


investigators have written so perceptively on this issue: 


Self-injury in most attempted suicides, however genuine, is insufficient 
to bring about death, and the attempts are made in a setting which 
makes the intervention of others possible, probable, or even inevitable. 

( There is a social element in the pattern of most suicidal attempts. Once 
. we look out for that element we find it without difficulty in most cases. 
ere is a tendency to give a warning of the impending attempt, and 
( ‘to give others a chance to intervene. We remember how few suicidal 
\_attempts are carried out in circumstances that would make death 
certain. If we think in terms of a social field we may say that those who 
attempt suicide show a tendency to remain within this field. In most 
attempted suicides we can discover an appeal to other human beings. 
Psychopathological studies have shown that this particular appeal is 
also a powerful threat. If it is overlooked or remains unheard, or if it 
\ is smothered by the force of the self-destructive impulses, the suicidal 
attempt will succeed. The outcome, therefore, depends on whether there 
is a receiver for the appeal. Sometimes he has to be shouted for. We 
regard the appeal character of the suicidal attempt, which is usually 
unconscious, as one of its essential features, but it certainly is not the | 
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. we ( only one that determines its purpose. If one had to design a pictorial 
| this fF) symbol for attempted suicide one would present this act as Janufaced,) 
each (| with one aspect directed towards destruction and death, and the other 
towards human contact and life. There is another fundamental feature 
in attempted suicide which may be called its ordeal character, the term 
ordeal being used here in its original sense, i.e., of an ancient trial in 
which a person was subjected, or subjected himself, before the commu- 
1 at- nity, to a dangerous test the outcome of which was taken as divine 
that fF} judgment (45). 
of a The frequency with which persons communicate their suicidal 
r a FF intentions to others prior to the act (see below) lends credence to 
aken + Stengel’s appeal concept. Support for the ordeal hypothesis comes 
pt 1} from several studies. Weiss (53) questioned 156 patients following 
ful suicidal attempts. While 23 of these stated they had been certain 
d to 1 they would die, and 20 stated they had been certain they would 
it its | not die, 113, or over 70%, stated they had been uncertain, but 
his |] had believed there was some possibility of their dying. Arieff and 
_ his co-workers (1) studied 100 unsuccessful suicide attempts and 
i concluded that “although unsuccessful, 60% could have met with 
ide, > death.” It would thus appear that some persons renounce the 
li § power and authority to decide if they shall live or die and, through 
ther the vehicle of a suicide attempt, cast the environment and those 
about them, willing or no, into the role of Lachesis, that goddess 
‘ent of the Greek Fates whose duty it was to determine when each 
hich |} man’s life should end. They ask, “Shall it be now?” and await 
ible the reply. 
nce 
Tue Rove or THE PuysIcIAN 
idal | Until recently most physicians have tended to think only tran- 
rath siently and unsystematically about the problem of suicide preven- 
who tion. Three considerations suggest the need for a change in attitude 
- on the part of physicians: increasing knowledge in the detection 
" and evaluation of suicidal patients and in their management and 
f it treatment; evidence that a large percentage of suicidal patients | 
dal fj communicate their intentions beforehand; and the hitherto un- 
ere Suspected finding that a large percentage of persons attempting 
We |@ suicide are involved with a physician in the period just prior to 
ally the suicidal act. 


In a recent survey of suicides in the Philadelphia area, Dripps 
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et al. (14) found that “77% of successful suicides have been under 
medical care.” In Los Angeles Litman et al. (26) found that 28 
of 40 persons attempting suicide were seeing physicians for various 
physical or emotional ailments at the time of the suicidal attempt, 
Schmidt and his co-workers in St. Louis (40) report that 45% of 
109 unsuccessful suicide attempts studied were made by persons 
who had seen their private physician during the 3 months prior 
to the attempt. Robins et al. (36) reporting on a review of 119 
suicides, presents data that over 42% received medical care during 
the year preceding the suicide, 29% during the month preceding, 
In a study of 175 consecutive suicides and 119 unsuccessful 
suicides in the San Francisco area, Motto and Greene (30) 
discovered that at least 40% of the suicides and 60% of the at. 
tempted suicides were under medital care or had been within the 
prior 6 months. Psychiatrists, général practitioners and internists 
led the list of practitioners congulted, accounting for 18% of the 
medical contacts in the group tMat suicided and 32% in the un- 
successful suicidé group, but every major specialty except pedi- 
atrics was, represented. The studies cited above bear out the 
conclusion ‘of Motto and Greene: “The medical community is 
seen to be extensively involved in the suicide problem.” 


DETECTION AND EVALUATION 


There are a number of conditions and situations which should 
alert the physician to the possibility of suicide and should lead 
him to make a careful assessment of the degree of danger present; 
two of the most important of these are the presence of depression 
and indications of conscious suicidal preoccupation or intent. 


DEPRESSION 


Since at least a third (41) and probably most (10) suicidal 
attempts are made by persons suffering from depression, the — 
nosis of this condition may often be an important first step in the 
prevention of suicide (52). Certainly depression is one of the most 
common emotional disorders encountered by the general practi- 
tioner or internist, and it is frequently encountered in neurology, 
surgery, urology, in fact, the gamut of medical specialties. Most 
physicians have little difficulty in identifying a depression when 
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the classical signs and symptoms are present, including anorexia, 
) with associated weight loss; insomnia; constipation; dry mouth; 
) amenorrhea in women; impotence and diminution of sexual drive 
) in men; psychomotor retardation or agitation; and depressed 
} mood. When the depression is “masked” by physical symptoms, 
its presence may be much less obvious. 

The depressed patient, unlike some patients with anorexia 
nervosa, is not hungry. Food seems tasteless to him. Weight loss 
will frequently be present if the condition has persisted for months 
or even weeks. The insomnia may involve difficulty in falling 
asleep at night, but most often these patients awaken in the early 
morning hours and find themselves unable to get back to sleep. 
The problem of constipation is partly related to the lack of bulk 
in the diet. The psychomotor retardation will be discussed below. 
The depressed mood, in a typical case, may be expressed by pro- 
found hopelessness and despondency. 

Authorities are not in full accord regarding the nosology of 
depression. We may in general consider three main groups: psy-| 
choneurotic reactive depression ; involutional depression ; and psy- 
chotic depression, primarily in manic-depressive patients. 

The psychoneurotic depressive reaction is usually seen in persons 
ranging from late adolescence to 35 or 40 years of age. The 
depression has usually been precipitated by some loss sustained by 
the patient, such as the death of a loved one, the break-up of a 
love affair or severe business reverses. The majority of depressed 
patients seen in office practice are in this category. 

Case 1.—A 27-year-old unmarried woman was brought to her family 
physician by her mother. The mother related that for more than 3 weeks 
the daughter had not gone to work but had been spending most of her 
time lying in her bed with her clothes on. She had been crying a good 
deal and had refused almost all food, drinking only water. She spoke 
little, occasionally crying out that she was “no good” or that she 
“shouldn’t have been born.” In response to the doctor’s questioning, the 
ddughter revealed that a young man whom she had planned to marry 
had broken off their relationship in favor of another woman. The doctor 
decided that the daughter’s reaction of grief had continued abnormally 
long, and made a diagnosis of psychoneurotic reactive depression. 


The involutional psychotic reaction may present any combina- 
tion of depressive and paranoid ideas. It occurs generally in 
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persons over the age of 40 and two or three times more frequently 
in women than in men. The patient’s premorbid personality has 
often included meticulousness, conscientiousness and high ethical 
standards. During this involutional period of life, the individual 
may undergo a stressful period of readjustment as he faces the 
fact that much of his life is behind him, with its hopes unfulfilled, } 
and he grows depressed as he considers his uncertain future, his 
declining capacities, his own aging and the prospect of death. In 
addition to the classical signs and symptoms of depression, these 
patients show considerable guilt and anxiety, with marked restless. 
_ hess and agitation, somatic preoccupation and constant worrying. 
They may believe that they have sinned unforgivably. Their 
somatic preoccupation may reach a delusional degree. Their early 
morning insomnia is particularly resistant to treatment. They are 
often preoccupied with suicidal ideas. 


Case 2.—A 53-year-old woman was brought by the family to see an 
internist. For a week she had been unable to complete her usual house. 
hold chores, and for several days had been unable to sleep past 3:00 
a.m. In the office she was unable to sit still but paced nervously to and 
fro, wringing her hands and crying out “Oh, my God.” She expressed 
a fear that she was losing her mind. She described a pain in her left 
iliac region which she thought was probably due to cancer. She seemed 
preoccupied particularly with the belief that two of her sisters were 
trying to do her some harm, but was vague when asked for details. There 
was no previous history of depression. The diagnosis made was involu- 
tional psychotic reaction, depressive type. 


The psychotic depressive reaction may be of two types: (1) a 
more severe version of the psychoneurotic depressive reaction, 
frequently in response to a recent loss, presenting psychomotor 
retardation even to the point of stupor, severe guilt feelings 
somatic delusions and hallucinations; (2) episodes of depression 
in a manic-depressive illness. In the latter group there is suggestive 
evidence of predisposition. A positive family history for episode 
of depression or a positive history in the patient for previow 
episodes ¥ depression or periods of marked manic overactivity 
may he olicited. The first depremive episode usually occun 
between che ages of 20 and 35, and women are twice as frequenth 
affeciod as men. Untreated, such depressive episodes last fron 
weele to over a year, with a modal duration of perhaps 9 month | 
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—the variability is marked. Such episodes of depression may be- 
come chronic. There is serious suicidal danger present during and 
for some months following the depressive episode. 


Case 3.—A 48-year-old man consulted a proctologist for a hemor- 
thoidal problem. The condition had recently become acute following 
the onset of severe constipation. During the consultation the patient 
moved and spoke quite slowly, and his countenance was sad. Question- 
ing revealed the presence of all the classical symptoms of depression, 
except anorexia. The psychomotor retardation was particularly marked, 
and the patient stated that he had been unable to concentrate for 
several weeks. Additional questioning revealed that some 10 years earlier 
the patient had been hospitalized and had received 12 electro-shock 
treatments. His mother and one uncle had also been treated for severe 
depression. The diagnosis made was psychotic depressive reaction, 
manic-depressive type. 


‘In addition to the above categories of depression, we may noté 
that depression may occur in association with organic brain’ 
disease, for example, in chronic brain syndrome associated with \ 
cerebral arteriosclerosis; or in other psychiatric conditions, such | 
as schizophrenia; or as a manifestation of a drug-induced toxic } 
state, for example, in response to ACTH treatment or after the 
administration of rauwolfia derivatives. 

An important point in the diagnosis of depression is the fact 
that the depressed patient often presents with a physical com- 
plaint and may focus his attention and concern primarily or 
exclusively on somatic symptoms. The urologist who is consulted 
for a problem of impotence, the neurologist who is consulted for 
“black-outs” or dizziness, the surgeon who is consulted for ab- 
dominal pain or for persistent post-operative discomfort, the 
gynecologist who is consulted for amenorrhea, the internist or 
general practitioner who is consulted for insomnia or headache or 
weight loss may miss the diagnosis of the depressive condition if 
he does not keep this possibility in mind. 

The physical symptoms of the depressed patient are often of a \ 
vague and changeable nature, and the patient may from visit to 
visit drop one set of complaints and adopt another Careful phys 
«al examination and appropriate laboratory studies may fail to 
reveal any organic basis for the In such instances, 
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persons over the age of 40 and two or three times more frequently 
in women than in men. The patient’s premorbid personality has 
often included meticulousness, conscientiousness and high ethical 
standards. During this involutional period of life, the individual 
may undergo a stressful period of readjustment as he faces the 
fact that much of his life is behind him, with its hopes unfulfilled, 
and he grows depressed as he considers his uncertain future, his 
declining capacities, his own aging and the prospect of death. In 
addition to the classical signs and symptoms of depression, these 
patients show considerable guilt and anxiety, with marked restless. 
ness and agitation, somatic preoccupation and constant worrying. 
They may believe that they have sinned unforgivably. Their 
somatic preoccupation may reach a delusional degree. Their early 
morning insomnia is particularly resistant to treatment. They are 
often preoccupied with suicidal ideas. 


Case 2.—A 53-year-old woman was brought by the family to see an 
internist. For a week she had been unable to complete her usual house- 
hold chores, and for several days had been unable to sleep past 3:00 
a.m. In the office she was unable to sit still but paced nervously to and 
fro, wringing her hands and crying out “Oh, my God.” She expressed 
a fear that she was losing her mind. She described a pain in her left 
iliac region which she thought was probably due to cancer. She seemed 
preoccupied particularly with the belief that two of her sisters were 
trying to do her some harm, but was vague when asked for details. There 
was no previous history of depression. The diagnosis made was involu- 
tional psychotic reaction, depressive type. 


The psychotic depressive reaction may be of two types: (1) a 
more severe version of the psychoneurotic depressive reaction, 
frequently in response to a recent loss, presenting psychomotor 
retardation even to the point of stupor, severe guilt feelings, 
somatic delusions and hallucinations; (2) episodes of depression 
in a manic-depressive illness. In the latter group there is suggestive 
evidence of predisposition. A positive family history for episodes 
of depression or a positive history in the patient for previous 
episodes of depression or periods of marked manic overactivity 
may be elicited. The first depressive episode usually occurs 
between the ages of 20 and 35, and women are twice as frequently 
affected as men. Untreated, such depressive episodes last from 
weeks to over a year, with a modal duration of perhaps 9 months 


4 
for 
thoi 
sevel 
man 
I 
that 
cere 
adn 
plai 
| 
“blz 
gen 
reve 


—the variability is marked. Such episodes of depression may be- 
come chronic. There is serious suicidal danger present during and 
for some months following the depressive episode. 


Case 3.—A 48-year-old man consulted a proctologist for a hemor- 
thoidal problem. The condition had recently become acute following 
the onset of severe constipation. During the consultation the patient 
moved and spoke quite slowly, and his countenance was sad. Question- 
ing revealed the presence of all the classical symptoms of depression, 
except anorexia. The psychomotor retardation was particularly marked, 
and the patient stated that he had been unable to concentrate for 
several weeks. Additional questioning revealed that some 10 years earlier 
the patient had been hospitalized ‘and had received 12 electro-shock 
treatments. His mother and one uncle had also been treated for severe 
depression. The diagnosis made was psychotic depressive reaction, 
manic-depressive type. 


In addition to the above categories of depression, we may noté 
that depression meay occur in association with organic brain 
disease, for example, in chronic brain syndrome associated with \ 
cerebral arteriosclerosis; or in other psychiatric conditions, such | 
as schizophrenia; or as a manifestation of a drug-induced toxic } 
state, for example, in response to ACTH treatment or after the 
administration of rauwolfia derivatives. 

An important point in the diagnosis of depression is the fact 
that the depressed patient often presents with a physical com- 
plaint and may focus his attention and concern primarily or 
exclusively on somatic symptoms. The urologist who is consulted 
for a problem of impotence, the neurologist who is consulted for 
“black-outs” or dizziness, the surgeon who is consulted for ab- 
dominal pain or for persistent post-operative discomfort, the 
gynecologist who is consulted for amenorrhea, the internist or 
general practitioner who is consulted for insomnia or headache or 
weight loss may miss the diagnosis of the depressive condition if 
he does not keep this possibility in mind. 

The physical symptoms of the depressed patient are often of a \ 
vague and changeable nature, and the patient may from visit to 
visit drop one set of complaints and adopt another. Careful phys- _ 
ical examination and appropriate laboratory studies may fail to 
reveal any organic basis for the symptoms. In such instances, 
which are not uncommon, depression must be suspected, and the 
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patient should be questioned regarding the various signs and 
symptoms of depressive illness. The term “masked depression” js 
sometimes applied to these illnesses, because the depression hides 
behind a variety of physical complaints. 

~ Careful observation of the patient may provide a variety of 
clues pointing to the presence of depression. The patient enters 
the office walking slowly, his shoulders bent forward and his gaze 
directed downward. The normal swing of the arms is absent as 
he walks. His face presents a dejected, perhaps apprehensive 
appearance, with limited activity of the facial musculature. The 
corners of his mouth sag. He sits immobile in the chair, bent 
forward, his gaze depressed. His rare bodily movements are per- 
formed very slowly, apparently with great effort. His hands may 
hang silently at his sides or be together in his lap; or in the 
agitation typical of the involutional depression the patient may 
continuously wring his hands, pick at his clothing, scratch his 
face or arms, fumble nervously with some small object, fidget 
restlessly in the chair or frequently jump up and pace the floor. 
v The grooming and dress of the patient may indicate lack of 
care. The hair may be in a disheveled state, the makeup absent or 
poorly applied. The nails may be bitten short. The shoelaces may 
not be tied. A button may be missing from the shirt, or the 
sweater may be improperly buttoned. Observation may reveal the 
recent weight loss, evidences of fatigue resulting from insomnia, 
or the dryness of the mouth. 

The flow of speech may reveal the psychomotor retardation. 
The patient speaks slowly, in a monotone, and perhaps with 
evident effort. When the physician directs a question at the 
patient there is a delay prior to the response, and the answers 
may tend to be quite brief. The physician may have to repeat 
some of his questions several times, for the patient’s attention 
span is diminished. 

The content of the patient’s speech may be revealing. He may 
focus on a variety of physical complaints, such as generalized 
weakness or fatigue, headaches, low back pain, palpitations, pains 
in the precordium, digestive disturbances, muscular aches, vague 
visual disturbances, feelings of tightness about his head. He will 

“rarely state that “I am depressed,” but may speak of feeling “blue” 
or “low” or “dejected.” He may complain that he cannot seem to 
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get started in the morning. A man may not be going to work or 
may be going only with great difficulty; a housewife will state that | 
she is unable to carry out her routine daily chores. Depressed 
patients will complain of no energy, lack of interest in hobbies or 
reading or social intercourse. They are unable to become interested 
in anything. Nothing seems to matter anymore. In addition, their 
thinking seems to be retarded and they have difficulty in con- 
centrating. They may complain of recent poor memory, but when ’ 
memory is tested it becomes apparent that their difficulty is in‘ 
maintaining concentration, and no true memory deficit exists. 
There may be an evident loss of self-confidence and disturbing or 
paralyzing feelings of inadequacy, doubt and inability to make 
decisions. The whole attitude of the depressed patient is frequently 
one of pessimism, hopelessness and despair. Depressed patients 
often feel worthless and are certain that nothing can be done for 
them. They are highly self-depreciating and invoke a host of 
alleged past indiscretions or mistakes over which they castigate 
themselves unmercifully. Confronting them with the fact that the 
result of their past behavior was of no consequence, or that 
amends have already been made, or that their concern is dis- 
proportionate, is rarely of any avail. They may feel that they have 
committed unpardonable sins and are being punished by God. 
They may moan and assert that they and those about them would 
be better off if they, the patients, were dead. Irritability may be 
marked. Thoughts and wishes concerning suicide may be promi- 
nent. If sufficient rapport is established with the physician, and 
these patients are questioned properly, they may reveal a fear that 
they are going crazy. They may be obsessed with the fear or the 
wish that they are going to die soon. Perhaps they are certain that 
they have cancer or heart disease, despite the fact that competent 
medical evaluation has failed to reveal any basis for such fears. In 
psychotic depressions the patient may explain that his enemies 
have been beaming radioactive rays at his body to destroy his 
internal organs. 

The patient’s relatives will confirm much of the history, atid 


that the patient seemed to change in personality and habits re- 
cently. They may describe that the patient sits or paces about the 
house, refusing to eat or leave the house or room. In some 
instances the true nature of the situation will not be apparent 
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until such information is obtained from the family. A patient 
making plans for the future while in a state of depression may 
still be suicidal. 

The depressed patient who emphasizes his physical complaints 
and his fear that “something is wrong inside” may wander from 
,doctor to doctor, refusing to accept any medical conclusion that 
‘there is no organic problem present. Or the patient may returm 
‘again and again to the doctor’s office, each time with a new 
‘ physical complaint. 


Case 4.—A 37-year-old separated woman came to a private clinic 
with a chief complaint of frequent gastric upsets following meals. X-ray 
studies were interpreted as normal. A phenobarbital-atropine mixture 
was prescribed and during the next 6 weeks her symptoms disappeared. 
A few weeks later she returned with shooting pain in the right pre- 
auricular region. No organic basis could be uncovered for these pains 
and they subsided completely during the next few months. Over the 
course of the next 18 months this patient returned every few months 
with a new set of symptoms. No specific organic basis was ever dis- 
covered for any of her symptoms, and nonspecific treatment regularly 
brought relief. Then she began complaining of severe frontal headaches. 
Medical evaluation, including neurological consultation, uncovered no 
explanation for these headaches, which became more and more dis- 
abling. A variety of medications were tried with little effect, though 
large doses of codeine seemed to bring some temporary relief. She lost 
her appetite, began losing weight, and complained particularly of in- 
ability to sleep. With 400 mg. of pentobarbital she was able to get about 
3 hours of sleep. Then one morning a friend discovered her in a 
comatose state. Her bottle of barbiturates, bearing a prescription-refill 
date of the previous day, was empty. She was rushed to an emergency 
hospital, where her stomach was pumped, but she died 2 days later 
without regaining consciousness. 

\_,To summarize, many depressed patients come to the general 
practitioner or the specialist with only a physical complaint, and 
the physician may overlook a depression unless he checks for the 
classical signs and inquires regarding the presence of the symptoms 
of depression. 


Conscious SuiciwAL PREOCCUPATION OR INTENT 


Aphorisms die hard. Unfortunately, in any discussion of suicide 
it is still necessary to deny explicitly the oft-repeated “People who 
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talk about suicide never take their own lives.” Clinical experience 
supports research findings indicating that many, and probably 
most, persons committing suicide, have previously communicated 
their intentions to family, friends or physician (36, 37). In re- 
viewing 100 attempted suicides at the Henry Phipps Psychiatric 
Clinic, Fairbank (15) reported that “more than one-third of the 
patients gave a very definite indication of danger by having made 
a previous attempt at self-destruction . . . approximately another 
third suggested their intentions by talking about it.” Yessler and 
Gibbs (56) studied 272 cases of suicide and 104 cases of at- 
tempted suicide. They report that 30% of the suicides and 25% 
of the attempted suicides had communicated their intentions 
prior to the act. Several studies (7, 34, 54) indicate that over 50% 
of persons committing suicide in a psychiatric or general hospital 
have made previous suicidal attempts or have communicated their 
intentions to staff or family. The most recent work of Schneidman 
and Farberow (42) at the Los Angeles Suicide Prevention Center 
reveals a higher incidence of communication than had been 
suspected. “Of all those who commit suicide, at least 80% have 
discussed the act with doctors or relatives.” 

Schmidt et al. (40) make an important point regarding a find- 
ing in their study of 109 attempted suicides. In their series, al- 
though a large percentage of patients under medical care had 
discussed their depressed feelings with their physicians, they 
infrequently had discussed their suicidal feelings and intentions. 
“We have the impression,” they write, “that the patient’s reticence 
to volunteer his suicidal ideas to the physician is not a necessary 
part of the clinical picture of attempted suicide. If the physician 
is aware of the possibility of suicide and asks about it, the chances 
are that the patient would readily tell him about his suicidal 
thoughts.” 

Sometimes the physician may harbor a concern that asking a 
patient about suicidal ruminations might put a suggestion in his 
mind and actually increase the suicidal danger. In an extensive 
review of the literature on this subject, and in a large number of 
discussions with psychiatrists who have dealt with suicidal patients 
for many years, the writer has failed to encounter a single refer- 
ence which might lend any support to such a concern. On the 
contrary, all authorities seem in agreement that a chief error in-¥ 
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evaluating suicidal danger lies in not asking the patient about 
suicidal thoughts and feelings. 

How may such thoughts be inquired about? When the patient 
manifests signs and symptoms of depression, or has had a marked 
recent deterioration of personality and life habits, or shows a 
severe anxiety state, or exhibits a mood of hopelessness and 
despair, how should the physician question the patient concerning 
conscious suicidal preoccupation? 

The particular approach and wording may vary according to 
the patient, the personality of the physician and the circumstances 
of the interview. Whenever possible this conversation should take 
place in private, as the presence of family or others may inhibit 
the patient’s frankness. The patient might first be asked, “How 
have your spirits been?” or “What kind of a mood have you been 
in lately?” Following the patient’s reply to this question, or after 
the patient has spontaneously spoken of his low mood, the phy- 
sician might ask, “‘ Have you felt so low sometimes that you have 
had ideas of ending your life?” or “Have you had thoughts about 
suicide?” Interpretation of the response to this question must be 
based on one’s clinical experience, but some guiding remarks may 
be made. In general, as Oliven points out (31), the most re- 
assuring reply is a qualified denial, such as “I did think about it, 
but I am too much of a coward to ever do anything like that.” Or 
“Sometimes I do think about that when things look very black,: 
but I love my children and I wouldn’t desert them like that.” A 
flat denial of suicidal thoughts is not at all reassuring. As a matter 
of fact, it is likely that most persons experiencing despair and 
hopelessness, prolonged intense anxiety or severe unremitting agi- 
tation give at least a passing thought to suicide, though such a 
thought might be very vague and quickly rejected, with no 
specific method considered. A few studies suggest that the majority 
of persons, both emotionally ill and “normal” persons, have had 
suicidal thoughts at some time during their life (11, 12). One 
must suspect that the seriously depressed patient who denies even 
a fleeting suicidal thought may well be attempting to conceal 
such thoughts from others. A response of_indignation or anger at 
the physician’s question is also not neil and should increase 
the index of suspicion. A response such as “I used to think about 
that, but I don’t any more” must be further evaluated. 
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bout CoMMUNICATIONS OF SuIcipAL IpEAs* 
tient 1. Desire to die: 
rked I wish I were dead. 
NS a I wish I could just go to sleep. 
and 2. Better off dead: ; 
: The only way out is for me to die. 
ning I would be much better off dead. 


3. Family would be better off if patient were dead: 
It would be best for everybody if I were dead. 
I am causing so much pain to my family by going on living. 


nces 
ake 4, Intent to commit suicide: 
ibi I am going to kill myself. 
bit I know what I am going to do and nobody can stop me. 
low As soon as I get home I am going to take my pistol and blow my 
een brains out. 
fter I have a way to solve all of my problems. 
hy- 5. Unable to go on: 
I can’t go on any longer. 
ave There’s just too much against me. 
ut 6. References to methods of committing suicide: 
be I wonder if it hurts when you drown? 
lay Can swallowing glass kill you? 
re. I have some pills at home. 
tt There are ways of ending it all. 
‘ 7. Dire predictions: 
Or I won’t see another Christmas. 
k,: I won’t be around when you get back. 
A You're going to regret how you have treated me. 
er 8. References to dying before or with spouse or other -person: 
id I can’t live unless my mother is alive. 
. I’ll be gone before my wife. 
, 9. Not being afraid or being afraid to die: 
a I’m afraid to kill myself because of my religion. 
10 I’m not afraid to die. 
ty 10. Putting affairs in order: 
d I want to write a new will right away. 
" I want to straighten up my personal affairs. 
" ll. Reference to burial or grave: 
I’ve been thinking about cremation. 
i I wonder what happens to you when you are buried. 
t 12. Threats concerning suicide: 
e If he doesn’t marry me I will kill myself. 
t I’ll commit suicide if I can’t get an abortion. 


*Adapted from DeLong and Robins (12). 
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While many patients communicate quite directly and frankly 
their current preoccupation with suicide with remarks such a 
those listed here, sometimes the reference may be more indirect: 
they may talk about the suicidal preoccupation, or death by 
suicide, of a friend or relative, or about a newspaper article: deal. 
ing with suicide. 

Ancillary personnel such as nurses, physiotherapists and recep. 
tionists may be the persons to whom the patient communicates his 
suicidal preoccupation or intent. The writer recently became 
aware of two such instances. In one, a physiotherapist was told, 
“T’ll be dead by morning.” The speaker went home, took an over- 
dose of sleeping tablets and successfully fulfilled her prophecy. 
In the other instance, a receptionist, who had earlier heard the 
writer speak on the detection of suicidal patients, became aware 
of suicidal preoccupation in a patient during a telephone con- 
versation. She alerted the physician who then telephoned the 
patient, saw her in the office that day and instituted a treatment 
program. 

In addition to the communications of suicidal preoccupation 
or intent discussed above, several further ways might be noted. 
The finding of a suicidal note must always be taken as an indica- 
tion of heightened suicidal danger, regardless of the explanation 
given by the patient. Preliminary studies (42, 43, 47) suggest that 
the suicidal notes of persons who subsequently do kill themselves 
tend to have certain distinguishing characteristics, but this is a 
judgment which should not be prospectively attempted by anyone 

‘not intimately acquainted with current research in this area. 
Certain behavioral acts might be considered suicidal communica- 
tions, such as suddenly taking steps to put one’s estate in order, 
or giving expensive gifts to a number of persons for no apparent 
reason. 

A history of one or more past suicidal attempts, no matter 
what the judgment may be regarding the “seriousness” of such 
attempts, increases the suicidal risk. The individual has already 
demonstrated, as it were, that one way in which he attempts to 
deal with a difficult or distressing life situation is to direct aggres- 
sion toward himself. Batchelor (4) studied 200 cases of attempted 
suicide admitted to a general hospital and found that 23% had 
made previous suicidal attempts. Farberow and Shneidman (16) 
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report that 62% of one series of patients who killed themselves 
had made previous attempts. Other studies (7) and clinical ex- 
perience substantiate these findings. 

Past suicidal attempts are not always admitted by the patient 
or by the family. Transverse scars on the anterior aspect of the 
wrist must be taken as ipso facto evidence of previous suicidal 
attempt, regardless of the explanation offered. 


Oruer Factors 


THE TENDENCY TOWARD IMPULSIVE BEHAVIOR.—TLhe small child | 
and the mature adult are distinguished by the capacity of the 
latter to delay responding immediately and automatically to his 
feelings with impulsive behavior. The mature adult is able to 
check his impulses and bring his judgment to bear in making an 
evaluation regarding the wisdom of a given course of action. 

Some persons have little capacity to delay immediately trans-” 
lating their impulses into behavior. Such persons may have a 
history of multiple arrests, frequent fist fights, many marriages and 
divorces, many jobs from which they have been fired and/or a life | 
history of stormy and unsatisfactory interpersonal relationships. 
A history of previous suicidal attempts may also reflect impulsive 
or poorly controlled behavioral patterns. In the patient con- 
sidered a suicidal risk, such impulsivity and inability to inter- 
polate appropriate control regarding proposed behavior may 
markedly increase the degree of danger (17). The past behavior 
of the individual is the best first estimate for determining whether 
a suicidal patient is likely to act impulsively. 


Case 5.—A patient treated by the writer repeatedly plunged herself 
into chaotic reality problems. These impulsively precipitated crises 
included major automobile accidents, arrest, physical illness and drug 
addiction. This patient made four impulsive suicidal attempts, at least 
one of which was a serious effort to kill herself. 


INTENSITY OF LIFE-STRESS AS PERCEIVED BY THE PATIENT.— 
When the patient perceives his life-situation as overwhelming or 
hopeless, his conflicts as inescapable and unsolvable, his suffering 
as inexorable, the danger of suicide rises. In considering the sub- 
jective stress experienced by the patient, it is necessary to raise a 
number of questions concerning the environment of the patient. 
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|. suicide rises. In addition to experiencing feelings of severe fatigue 


Does this patient’s environment recreate or perpetuate the situa. 
tions or relationships which are particularly stressful for him? Fo, 
example, a woman who is very much in need of someone to lean 
on will be faced with recurring crises if her husband repeatedly 
deserts her, leaving her with four children to support and care 
for. The physician should also consider whether the environment 
is amenable to modification or change for therapeutic purposes. 
In considering the degree of subjectively experienced stress, the 
~ physician should keep in mind that fatigue, illness or excessive 
environmental demands diminish the individual’s capacities to 
cope with stress, and can tip the scales in favor of suicide. 
THE RESPONSE OF THE PATIENT TO STRESS.—Once the question 
of suicide has been raised, the physician must constantly monitor 
the affective and behavioral responses of the patient. The day-to- 
day life of the patient provides a multiplicity of graded stresses 
and the patient’s interaction with the physician provides an op- 
portunity for controlled evaluations of response to stress. Several. 
types of response to stress frequently correlate with increasing 
uicidal danger. One such response, discussed above, is depression. 
When anorexia, insomnia, psychomotor retardation, agitation, 
severe guilt feelings, hypochondriacal preoccupation or patho- 
logical grief tend to dominate the clinical picture, the danger of 


and increased psycho-physiological symptomatology, the patient 
may become increasingly involved with alcohol or drugs, perhaps 
in an effort to obliterate an emerging depression. Some patients 
display, in speech and in behavior, a characteristically ineffectual 
childishness, in the absence of a depressive mood tone. All such 

changes carry unfavorable implications regarding suicidal risk. 
Human beings, like experimental animals, may respond to 
stress with an inability to do tasks previously handled well. In 
panic states persons may “freeze” in inaction, or may wander or 
rush about aimlessly. When the intensity of anxiety rises to in- 
undate, paralyze and terrify the patient, the danger of suicide also 
rises. Overwhelming fears of losing control and harming someone, 
or of losing one’s mind, are often manifestations of such intense 
anxiety. Brief periods of depersonalization or feelings of unreality 
may occur. The patient may describe these in a variety of ways, 
such as “Everything seems different” or “I don’t feel like I am in 
/ 
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my own body” or “I feel like I am in another world.” On rare 
occasions transient auditory or visual hallucinations may occur in 
a patient who continues to maintain good contact and rapport 
with his physician. The patient may evidence a fearful awareness 
of the psychotic nature of these experiences. 


Case 6.—A previously nonpsychotic patient, under great emotional 
stress and in a state of marked physical exhaustion, began to hear voices 
asking her the time and to see snakes crawling in her bed. She was too 
weak and regressed to come to the office but, except for these hallucina- 
tions, was fully oriented to reality and had a clear sensorium. Funds for 
hospitalization were not available, and the patient refused to be hospi- 
talized in a county facility, a step which might have led to prolonged 
interruption of the patient-therapist relationship. She was closely cared 
for by relatives in the home and was examined at home by an internist 
who found only the signs and symptoms discussed above. She was suc- 
cessfully supported through this 3-day crisis by means of telephone 
contact with the writer every 4 hours. 


Oliven (31) comments that a noteworthy warning sign in some 
suicidal patients in acute panic states is the absence of suffering 
in their facial expressions. 

THE NATURE AND INTENSITY OF THE PATIENT'S INVOLVEMENT 
IN LIFE.—It is a matter of common observation that the goals 
and purposes which give greatest meaning to individual men and 
women vary from person to person in a somewhat narrow range. 
One woman may live primarily for her children, another for her 
husband. One may be primarily concerned with being an active 
church worker, while another may feel that service and activity in 
a particular political party is the most important matter in her 
life. One man may consider his business or a particular cause or 
self-imposed task to be of great importance; another may gain 
great pleasure from the bridge table. Positive relationships and 
meaningful involvements with friends, family, professional re- 
sponsibilities, life goals, cultural group or church diminish, but 
do not eliminate, the danger of suicide. 

PERCEPTION OF THE REALITY SEQUELAE OF A FATAL SUICIDAL 
ATTEMPT.—One might expect that a person who plans and makes 
arrangements to die by his own hand would be clearly aware that 
if his plans succeed he will be dead. Strangely, however, this is X 
frequently not the case. There is abundant evidence that many 


19 


tua. 
For 
ean 
— 
‘a 
see” 
SES, | 
the 
sive 
tor 
to- 
Ses 
in 
g 
mn, 
on, 
of 
ue 
nt 
ts 
sh 
or 
| 


persons who attempt suicide do so without actually recognizing 
that, if they should die, they will be permanently dead and gone, 
their children will be fatherless, etc. Wahl (50) and others (1, 4 
23, 24, 43) have emphasized the role of suicide as a magical act, 
“actuated to achieve irrational, delusional, and illusory ends.” A 
patient, for example, may have a strong desire to punish another 
by inducing guilt in the other person over the injury that the 
patient is going to inflict on himself. He may even picture in his 
mind how sorry everyone will be when he suicides and how they 
will all then care for him and be concerned about him and give 
him the attention and the love that he desires. He may bask in 
warm satisfaction as he contemplates this ideal scene. The fact 
that he will be dead, and will therefore be unable to witness this 
fantasied change of heart on the part of those around him, may 
have completely escaped him. He plans and acts with the un- 
challenged confidence that he, like Tom Sawyer, will be able 
to return from the dead to attend his own funeral. 

To the extent that an awareness of the reality consequences of 
suicide is usurped by contemplation of the anticipated magical 
solution to life-conflict, the suicidal danger rises. At the other 
extreme, in the hypothetical situation of a patient who is clearly 
aware of the reality consequences of his self-destruction, but who 
nevertheless continues to be preoccupied with suicide, the danger 
is also great. 


PATTERNS WHICH HEIGHTEN SUICIDAL DANGER OR LEAD TO A 
SUICIDAL ATTEMPT.—The psychiatrist is regularly impressed in 
clinical practice with the repetitive nature of individual behavior. 
Circumstances may alter, but behavioral patterns tend to be re- 
peated again and again by an individual in his interpersonal 
relations. Occasionally an alert non-psychiatric physician may 
become aware of a sequential pattern of behavior in an individual 
patient which leads repeatedly to heightened suicidal danger or to 
an actual suicidal attempt. Such a pattern may sometimes be 
recognized even though its motivation is not understood by patient 
or physician. 


Case 7.—A 32-year-old married woman became angry without warm- 
ing, attempted to provoke those about her into an argument and, failing 
this, withdrew from social contact, brooded and then slashed her wrist. 


20 


_ 
| This 
psyck 
d 
ene 
Tl 
Di 
f 
of pt 
4 
of 
the 
h 
c 
lesce 
pres¢ 
incid 
subj 
woul 
the 
conc 
A 
clini 
incic 
who 
ality 
gling 
was 
J 


This pattern was repeated over a dozen times during 2% years of 
psychotherapy. For this particular patient, the suicidal danger height- 
ened during the withdrawal phase of this cycle. 


The perception of such repetitive cycles is not only important 
from a theoretical standpoint but may be life-saving. 

DEATH OR LOSS OF PARENTS EARLY IN LIFE.—Moss and Hamit-\ 
ton (29) report the surprising finding that in 95% of their series \ 
of persons making serious suicidal attempts there was a history_) 
of death or loss of a parent, sibling or mate. In 75% of the cases 
the death had taken place before the patient had completed ado- 
lescence. “Sixty percent had lost one or both parents in early life, 
the majority during puberty or early adolescence, the others in 
childhood or infancy.” Death of a parent before or during ado- 
lescence was four times as frequent in the seriously suicidal group 
as in two control groups. Death as a precipitating factor of the 
present illness was twice as frequent. This high and unexpected 
incidence of early loss of important figures is verified in a number 
of other studies (33, 35, 46). The significance of this finding is 
subject to provocative theoretic speculation, but for the present it 
would appear that early loss of one or more important figures in 
the history of a given patient should empirically heighten our 


concern in instances where the patient is considered a suicide risk. 

A corollary of the above which the writer has found to be of 
clinical importance is the finding in several studies of a 25-30% 
incidence of previous suicide in the immediate families of patients 
who commit suicide (21, 22, 29, 51). 


Case 8.—A gifted fourth-year medical student underwent a person- 
ality change, became socially withdrawn, undependable regarding ap- 
pointments with clinic patients and in general seemed to be unusually 
tired and run down. Under questioning he revealed that he was strug- 
gling with a very stressful situation in his personal life. He was assisted 
in obtaining psychiatric treatment. Two months later he requested and 
was granted a leave of absence from his medical studies. The psychia- 
trist recommended hospitalization to the student and to his family, but 
both refused. Six weeks later he shot himself to death. His history 
included the fact that his mother had shot herself to death when he was 
12 years old. 


It should be borne in mind that such historical data is often not 
disclosed to the physician by the family or by the patient. 
21 
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” Dreams.—Further guides in the evaluation of the suicidal 
danger, and ones which must be used cautiously by the non. 
psychiatric physician, are the dreams of the patient. The writer 
is in accord with the dictum that it is fallacious and misleading 
to confuse the manifest dream content with the latent dream 
thoughts. The understanding of dreams requires extensive train- 
ing in psychodynamics, psychopathology and analysis of dreams. 
Nevertheless, clinical experience suggests that certain tentative 
hints concerning increasing suicidal danger may be drawn from 
the manifest content of the dream (19). When the manifest con. 
tent of the dreams becomes increasingly violent and destructive, 
or replete with themes of dying and death, or the affective com- 
ponent of the dream increasingly depressive or anxious, or the 
expressed attitude one of giving up or surrendering, or the content 
increasingly morbid, the suicidal danger is often greater. 

“~ Suirr.—Over the course of an ongoing doctor-patient rela- 
tionship, the physician automatically becomes familiar with his 
patient’s characteristic patterns and trends of thinking, feeling, 
behaving, grooming and speaking. The alert physician may be 
able to verbalize many of these personality characteristics, but 
even prior to such reflection he may have a general awareness of 
these patterns. Patients under stress may evidence changes in 
their behavior which may presage increasing suicidal danger 
Performance on the job or in daily home chores may begin to 
fail. Personal appearance or body hygiene may deteriorate. The 
patient who has been repeating that he wishes he were dead maj 
state that he is going to be dead. The patient who has been think- 
ing of killing himself may one day remark that he is thinking o/ 
killing himself and his wife. Such shifts in characteristic patterns 
of dress, grooming, work habits, verbal patterns or other aspects 
of behavior always call for careful evaluation, whether they are 
believed to be reflections of intrapsychic readjustments or con- 
scious manipulative appeals for support and protection. Unex, 
pected, sudden changes in mood or behavior must always heighten 
the physician’s suspicion, regardless of whether they are deteriore- 
tions or improvements. As the psychomotor retardation of the 
depressed patient lessens, the suicidal danger increases, perhaps 
because the patient now regains the energy to act on his suicida 
impulses. Jameison and Wall (22) comment: “Patients often 
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appear better once a definite plan for the suicidal act has been ) 
worked out.” 

REACTIVATION.—Of special importance regarding the hospital- 
ized suicidal patient is the finding by a number of investigators 
that the most dangerous time, with respect to suicidal danger, is 
the period of initial home visits from the hospital and the first 
few months following discharge from the hospital. In Farberow 
and Shneidman’s group of completed suicides, 69% committed 
suicide within 1 year, 41% within 3 months of discharge from the 
hospital (16). Moss and Hamilton (29) found a so-called “re- 
activation” of suicidal impulses in over 90% of the 50 seriously 
suicidal patients they studied. This reactivation occurred when 
the patient was considered markedly improved and was given 
the opportunity to once more come in contact with the environ- 
ment in which the current illness developed. Suicidal gestures, 
ranging from concealed weapons to successful attempts, took place 
in 55% of these reactivations. Of the 11 patients in their group 
who died by suicide, 7 left the hospital against medical advice and 
killed themselves within 4 months. Two committed suicide while 
on temporary overnight leave from the hospital. The literature 
carries a large body of research and anecdotal support for the 
conclusion that, with respect to the suicidal patient, the period 
just prior to and the several months following discharge from the 
hospital must always be considered a highly dangerous time. 


MANAGEMENT AND TREATMENT 


We may define the suicidal patient as the patient with tend- 
encies to conscious acts of self-destruction. It is quite clear that no 
form of treatment is effective with a dead patient. It should 
therefore be borne in mind that the first concern in the manage- 


ment and treatment of the suicidal patient is the preservation of 
life. 


REFERRAL 


The first decision to be made by the physician is whether to 
treat a particular suicidal patient or to refer that patient to a 
psychiatrist. Actually, a number of possibilities exist. The phy- 
‘cian may undertake the responsibility for full treatment of the 
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patient. The physician may refer the patient for psychiatric con. 
sultation, the patient being returned to the physician with recom. 
mendations regarding treatment; or the psychiatrist may assume 
treatment responsibility for an initial period, the referring phy- 
sician then continuing the treatment; or the psychiatrist may 
assume responsibility for more prolonged intensive psychiatric 
treatment. While the psychiatrist is treating the patient, the 
nature of the patient’s physical status and the ultimate treatment 
plan will dictate whether the referring physician should continue 
collaborative treatment. Non-psychiatric physicians might con- 
sider the possibility of making arrangements for a weekly hour 
of psychiatric consultation, during which time they might discuss 
suicidal and other emotional problems of their patients on a 
regular basis. 

The non-psychiatric physician who is sufficiently aware of the 
danger is able to successfully treat many suicidal patients of mild 
or moderate risk. Severely suicidal patients should be referred to a 
psychiatrist for treatment and possible hospitalization. 

In deciding whether to treat or to refer a given suicidal patient, 
the physician will want to consider the degree of suicidal danger 
present, the psychiatric resources available in the community, the 
physician’s own interest and experience in treating suicidal pa- 
tients and the number of such patients already being treated by 
the physician. When the danger is mild or moderate, it is often 
appropriate to undertake a trial of treatment for a 2- or 3-week 
period. Often the patient’s response to the first treatment visit will 
carry prognostic indication. 


Case 9.—A 45-year-old woman visited an ophthalmologist with 
multiple complaints of vague visual difficulties. Ophthalmologic exami- 
nation, including neurological evaluation, was negative. The physician 
noted thet she was suffering from an involutional depression and, follow- 
ing his examination, placed her on an anti-depressant medication., When 
she returned to his office 2 days later she complained bitterly that she 
was unimproved. The physician observed, however, that in comparison 
to her appearance at the time of her first office visit, her hair was now 
well-groomed, her dress brighter in color, and lipstick and other make-up 
in place. He continued his treatment, and in 2 weeks she had a complete 
remission of all symptoms of the involutional depression and of her 
visual complaints. 
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PsYCHOTHERAPY 


In discussing treatment of the suicidal patient, Litman (25) 
emphasizes as fundamental that “a psychotherapeutic relationship , 
be established early and maintained consistently during the sui- 
cidal crisis, so that the patient is able to appeal for help and so 
that the therapist is able to perceive and respond to the appeal 
until the suicidal urges have abated. At moments of crisis, the 
psychiatrist must be able to throw his weight into the balance on / 
the side of survival.” ; 

Although the non-psychiatric physician usually lacks the neces- 
sary training to perceive genetic-historical psychodynamics, it 
should be recalled that one of the most potent supports at times 
of human crisis is the mere empathetic presence of another human 
being. The manner and attitude of the physician should provide 
an atmosphere which encourages the confidential ventilation by 
the patient of his feelings of unhappiness and despair. Talking 
out one’s feelings may frequently relieve immediate tensions and 
contribute toward the re-establishment of psychological equilib- 
rium. The physician should be uncritical, accepting and interested. 


Depressed patients often experience particular difficulty in 
acknowledging feelings of irritation and anger. As treatment 
progresses, they may be helped toward recognition and verbaliza- 
tion of these feelings with such phrases as “I suppose that, under 


” 
. 


the circumstances, you must have felt . . or “It certainly 
wouldn’t be surprising if that made you somewhat angry.” 

The physician should avoid any implication that the patient’s 
symptoms and suffering are “just in your head” or “all in your 
imagination” or that “nothing is really wrong with you.” Aside 
from the fact that such statements are untrue, they seriously 
impair the doctor-patient relationship; the patient gains the im- 
pression that the physician does not really understand him or his 
problem. Glib reassurances are usually ineffective and frequently 
anti-therapeutic, but it is often desirable to reassure and educate 
the depressed patient concerning his illness and its self-limiting 
course. If the patient has had and has recovered from previous 
episodes of depression, it is helpful to recall this fact to his atten- 
tion. The patient may need and should be given reassurance that ) 
he is not losing his mind. 
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r_/ It is often useful to assist the depressed patient in drawing up 
a daily routine. Depressed patients are frequently aware that they 
feel better once they can overcome their initial inertia and absorb 

‘ themselves in some activity. Supportive encouragement of the 
patient’s efforts to reinvolve himself in household, social or recrea- 
tional activities is often helpful. The medical prescription of some 
physical activity, such as a daily walk, “whether you feel like it 
or not,” may act as a bridge toward increasing resumption of 
normal activities. 

No rule may be offered for the optimal length of interview, 
Many depressed and other patients do well on a schedule of 
weekly 15-or-20-minute visits to the office. When the danger is 
great or when the patient is undergoing a suicidal crisis, the 
patient must be seen more frequently, even daily. Such increased 
frequency of contact provides additional support to the patient 
and gives the physician an opportunity to make a continuing 
reappraisal of the patient, modifying the treatment program as 
indicated. Frequent contact permits early detection of changes 
in the patient. 

During a suicidal crisis the physician should extend hope to the 
patient, on the basis of his experience with other patients, that the 
extremely upsetting and disturbing feelings being experienced by 
the patient are amenable to modification and change through 
treatment. The physician may offer the reassurance, verbally and 
by manner, that periods of distress and discouragement are not 
unusual in treatment, indicating that he is not surprised nor dis- 
couraged by the current exacerbation. Often the physician must 
become more active during a suicidal crisis.\He may point out that 
suicidal urges will not interfere with the progress of the treatment 
so long as the patient maintains control of his actions, and that 
treatment will be interfered with only if the patient does some- 
thing to harm himself. He may further state that, should the 
patient feel unable to control his suicidal impulses, he may tele- 
phone the physician at any time and temporary voluntary hospi 
talization may be arranged. When the suicidal danger becomes 
very severe, the physician should actively warn the patient that it 
is very important that he does not act on these impulses. It should 
be pointed out to the patient, without any communication of 
anger, that the physician would like to help him but will be 
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unable to do so if the patient is dead. Such warnings against 
carrying out a suicidal act must sometimes be repeated frequently 
during crisis periods. When the patient has disclosed strong in- 
terests in children, spouse, pets, occupation, a cause or life-goal, 
these should be recalled to his attention. Sometimes it becomes 
clear that the patient does not really wish death with all of the 
realities attendant thereto, but merely sleep or escape from certain 
problems or the destruction of some feeling within him or the 
punishment of another; in such instances it should be emphasized 
to the patient that the use of suicide in an attempt to achieve this 
goal will result in his irreversible and final death. It is desirable 
to point out clearly to the suicidal patient the reality consequences 
of a fatal suicide act: namely, that his children will be without a 
father, and so forth. 

The severely suicidal patient must never be left unobserved, 
even in the bathroom. 

Sometimes during the suicidal crisis it may be desirable for the 
physician to express definite approval or disapproval of some 
action contemplated by the patient, or to take a firm stand on 
some issue as dictated by therapeutic considerations. Examples 
are the insistence that a patient bring in a bottle of barbiturates 
hidden in the home; or insistence that a patient re-enter the 
hospital, despite her strong objections and initial refusal. Within 
the context of a working treatment relationship, such firmness on 
the part of the physician, despite protestations and displays of 
anger from the patient, is taken as a positive indication of the 
physician’s interest and of his strength and dependability. 

With patients who react to severe anxiety with suicidal acts, it 
may be desirable early in treatment to avoid completely removing 
certain presenting or evolving symptoms; these symptoms may 
serve as a safety valve in “binding” some of the anxiety or deflect- 
ing it from consciousness. In such cases, where organic etiology 
has been ruled out, such conditions as obesity, dermatitis, ab- 
dominal constriction, or swallowing difficulties might best be 
mitigated without their total removal. The danger is that their 
total removal may be followed by increased free-floating anxiety 
to which the patient might react with a suicidal attempt. 

Mention may be made of a further precautionary measure: 
because it may be unexpectedly necessary to dispatch police to the 
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patient’s home to abort a suicidal attempt or to rush the patien: 
to an emergency hospital, the physician should at all times have 
on his person the address of every suicidal patient under his care, 

It is frequently advisable to involve the relatives of the suicidal 
patient in the treatment program (29). A responsible family 
member, preferably someone living with the patient, should be 
kept apprised of the degree of suicidal danger, instructed to re. 
move all firearms and drugs from the patient’s access and other. 
wise enlisted in the treatment program. Such involvement of 
significant relatives may consist of infrequent or regular telephone 
or office contact with the physician, occasional or regular joint 
interviews with the patient and the physician, or in some instances, 
psychiatric referral of the relative. Through contact with in- 
portant persons in the patient’s environment, attitudes and be- 
havior destructive to the therapeutic effort may be uncovered, 
explored, and modified or corrected; important information may 
be obtained; therapeutically desirable environmental modifica. 
tions may be encouraged; support may be extended to the family. 

Studies indicate that most persons attempting suicide expect 
something in their environment to change as a result of their 
suicidal attempt (53). Observation bears out their expectation. 
Many clinicians have observed that the suicidal attempt frequently 
results in an alteration in the patient’s environment (5, 29, 44). 
Weiss (53) writes, “In almost all cases the suicidal attempt re- 
sulted in some immediate change in the constellation of relation- 
ships of the person to other persons or to the social group as 
a whole.” Moss and Hamilton (29) consistently found that 
“recovery requires a major change in the life situation.” They list 
such changes in their group as (1) changes in occupation or 
retirement; (2) significant improvement in the marital relation- 
ship; (3) emancipation from domineering and restricting par- 
ents; (4) breaking of unsuitable engagements; (5) significant 
widening of social contacts, recreations and hobbies; (6) divorce 
or marriage; (7) maturation to stable heterosexual interests or 
acceptance of homosexual orientation. 

The assistance of community social agencies should also be 
sought, where appropriate. 

The decision that a patient requires hospitalization may at times 
reflect more the intolerable anxiety of the therapist than the 
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objective evaluation of some change in the patient. On the other 
hand, difficulties experienced by the physician in bringing about 
indicated hospitalization may reflect unrealistic, and therefore 


| magical, fantasies of omnipotence on the part of the physician. In 


any discussion of the management and treatment of the suicidal 
patient, special emphasis must be placed on the problems arising 
from emotional reactions in the physician. Attitudes toward sui- 
cide, held knowingly or unknowingly by the physician, may pre- 
vent him from adequately inquiring into the suicidal ruminations 
of his patient. Suicidal patients frequently make taxing demands 
on the therapist’s time, skill, energies and patience. They may 
telephone at inconvenient hours, require extra time and in other 
ways interrupt the professional and personal life of the physician. 
In addition, some of them are highly skilled at sadistically playing 
on the physician’s own anxieties. Such patients may unconsciously 
attempt to provoke the physician into an angry rejection. Also, 
the physician may not adequately realize that the anger or 
hostility the patient is expressing toward him would be expressed 
toward any person attempting to treat the patient. In his own 
insecurity, the physician may take the patient’s castigations per- 
sonally, and the physician’s behavioral reaction may iatrogenically 
complicate the treatment process. Attitudes in the physician of 
aloofness or rigidity, weakness or permissiveness, or an inability 
to extend needed support may endanger or preclude a successful 
outcome of treatment. Likewise, if the physician demands from his 
patient maturity beyond the patient’s capacity, or communicates 
discouragement or pessimism regarding prognosis, suicide may be 
the result (54). 

In treating suicidal patients, it is important that the therapist 
never lapse into a casual or fatalistic outlook. For example, such 
a simple measure as firm insistence that the relatives dispose of 
all firearms in the home may spell the difference between life 
and death. Insistence that a patient surrender a bottle of sleeping 
tablets obtained through a neighbor may likewise abort a po- 
tentially lethal suicidal attempt. 

In this section the writer has attempted to present princi- 
ples and considerations of general applicability, and has not 
focused on the topics of suicide in special age groups, such as 
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children (8, 13, 38), the adolescent (2) and the elderly (3, 5, 6, 
32) ; nor on partial or chronic suicide (27) ; nor on suicide in the 
fatally ill. 


PHARMACOTHERAPY 


The three complaints of suicidal patients for which medication 
most frequently may be a part of the treatment program are 
depression, oyerwhelming anxiety and insomnia. 

A variety 9f medication is available today for the treatment of 
depression” (39). Earlier approaches, such as the use of dextro- 
amphetamine, 5 or 10 mg. on awakening, in regular or long- 
acting form, alone or accompanied by a mild barbiturate, are still 
useful for many patients. Methylphenidate hydrochloride (Rita- 
lin), 10 mg. on awakening, perhaps repeated again later in the 
day, may also be effective. [he depressed patient generally feels 
better and is able to do more if he can get over his initial difficulty 
in getting started in the morning. 

In recent years an increasing number of medications have been 
available which purport to affect the depressive mood specifically, 
without inducing accompanying hyperactivity or excitement. The 
literature has been flooded with studies concerning these agents. 
These reports have been confusing and at times conflicting. Many 
of the studies are poorly designed; a large number do not include 
control observations. Recent studies with placebos emphasize the 
need for caution in interpreting the results of clinical tests of 
specific drugs. 

At the present time, in the opinion of the writer, the most 
promising of these antidepression medications appears to be imi- 
primine (Tofranil). It is desirable to explain carefully to the 
patient that this medication does not act like aspirin, building up 
to a rapid maximal effect and then disappearing in a few hours; 
rather, that it builds up from day to day in the bloodstream, so 
that its effects may not be evident for several days to several 
weeks. The writer generally prescribes this drug at a dosage level 
of 50 to 75 mg. twice daily. It is necessary with this medication, 
as with any, to discuss and warn the patient of possible side- 
effects. Many patients on imiprimine experience atropine-like 
effects, particularly dry mouth and constipation. Orthostatic 
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hypotension is also observed. Such side-effects rarely necessitate 
discontinuance of the drug. Further studies of this drug, as well as 
presently available and other experimental antidepressants, may 
confirm current impressions or reveal some other drug as more 
useful in the specific treatment of depression. 

When medication is prescribed for overwhelming anxiety, the 
intention should not be to rid the patient of anxiety completely 
but only of that degree of anxiety which panics, overwhelms and 
incapacitates the patient, paralyzing his thinking and impelling 
him to actions which are ill-advised, potentially self-damaging, 
or which threaten to convert his situation into chaos. A number 
of such patients find relief with meprobamate, 400 mg., taken 
once or twice daily. This mild medication has minimal side-effects 
and seems to be standing the test of time. In cases where anxiety 
is severe, patients sometimes require very large doses of medica- 
tion for adequate alleviation. Meprobamate, 1200 mg. t.i.d., for 
example, may be required. Chlorpromazine or promazine hydro- 
chloride (Sparine) may be used in doses ranging from 25 to 
150 mg. two or three times daily. The writer had one suicidal 
outpatient on promazine hydrochloride 600 mg. daily for many 
months. Patients on high drug dosages should be warned in ad- 
vance against sudden discontinuance of the medication. When the 
drug is being discontinued, this should be done gradually over a 
period of several weeks or longer. 

The phenothiazenes, often referred to as “tranquilizers,” may 
also be quite helpful in alleviating anxiety. There is an ever in- 
creasing number of these available, and the physician would do 
well to select one or two or a few of these and familiarize himself 
with them—the common side-effects, the dosage levels, the ex- 
pected results, etc. In this way, personally meaningful clinical 
experience may be built up and most effective use may be made 
of the drug by the physician. It should be pointed out that a 
significant percentage of patients placed on phenothiazenes de- 
velop side-effects of parkinsonism (muscular rigidity and stiffen- 
ing, tremor, drooling), dystonia (involuntary twitches or flexor 
spasms, often affecting the mouth, face, and neck, and including 
trismus, torticollis, or oculogyric crises) or akathisia (motor rest- 
lessness and tension when not moving about). Children and 
adolescents seem especially susceptible to dystonia syndromes. 


31 


he 
tee 
of 
g- 
d 
= 
e 
up 
. 
= 
: 


Akathisia may be particularly confusing, for the patient’s phy. 
sician or a physician seeing the patient in an emergency may tend 
to consider treating the observed restlessness by increasing the 
phenothiazene dosage, thus compounding the problem. All pa. 
tients placed on phenothiazenes should be cautioned concerning 
possible side-effects. Many clinicians routinely prescribe an anti- 
parkinsonism agent prophylactically whenever they prescribe 
phenothizenes. Trihexyphenidyl hydrochloride (Artane) 2 mg, 
once or twice daily or benztropine methane sulfonate (Cogentin) 
2 mg. daily may be used for this purpose. 

With regard to medication for sleep in the treatment of suicidal 
patients, the writer, for a variety of psychological considerations, 
prefers not to prescribe drugs known to the patient to be bar. 
biturates, and uses instead such preparations as chloral hydrate, 
glutethimide (Doriden), or etchlorvynol (Placidyl). The writer 
finds disturbing the practice of some physicians who, in treating 
a patient they have evaluated as suicidal, give to that patient a 
prescription for a potentially lethal medication in a quantity 
several times that necessary to produce death. Such a procedure 
would seem dangerously ill-advised. The regrettable fact that 
patients seem able to obtain potentially lethal doses of drugs with 
amazing ease does not permit the physician to relinquish responsi- 
bility for aspects of the patient’s treatment which are under his 
control. In Motto and Greene’s study (30) of suicide and at- 
tempted suicide in the San Francisco area, one of three persons 
killing himself and two of five persons attempting suicide did so 
with a drug available only on a doctor’s prescription. The writer 
makes it a practice to prescribe at one time only such amount of 
sedatives as may be expected to be or are known to be sublethal 
for a given individual. The inconvenience of having to regularly 
refill such prescriptions is more than compensated for, in the 
treatment of a suicidal patient, by the increased frequency of 


contact, by telephone or otherwise, ittin ly awareness of 
regressive trends manifested by of 
medication taken; and by the nonverbal communication implicit 
in this policy—that the physician is genuinely interested in and 
concerned about the patient’s welfare. The writer makes it a 
practice to keep with him at all times a serial record of all pre- 
scriptions for suicidal patients filled under his name, including 
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the date prescribed, the name of the patient, the telephone 


number of the pharmacy, the name and strength of the medica- 
tion, and the directions given. This card is consulted and added 
to each time a prescription is refilled. 


HosPITALIZATION 


If a given patient is judged severely suicidal, or if, despite the 
application of the measures discussed above, the suicidal danger 
continues to increase, hospitalization may be required. In con- 
sidering the advisability of hospitalization at a given time, the 
physician must consider such factors as the degree of suicidal risk; 
the quantity and quality of supervision available in the patient’s 
home; the skill and experience of the physician in treating such 
patients; the anticipated duration of the present crisis; what ef- 
fect, if any, such hospitalization will have on the continuation 
of treatment; the degree of increased feelings of dependency 
expected in the patient in response to hospitalization; the de- 
sirability of electroconvulsive therapy in cases of depression; the 
therapist’s willingness and capacity to tolerate his own anxiety 
and uncertainty should he decide against hospitalization. Fre- 
quently, when a recommendation of hospitalization is made, the 
patient will violently protest and may refuse to cooperate. Once 
he has made the decision that hospitalization is necessary, the 
physician must remain absolutely firm with the patient and the 
relatives. In most cases the patient, sometimes under threat of 
commitment, can ultimately be persuaded to enter a psychiatric 
hospital or a psychiatric ward of a general hospital as a voluntary 
patient. 

The main and most frequent purpose of hospitalizing the 
suicidal patient is to prevent or lessen the possibilities of suicide. 
This means that initially, and later as indicated, there should be 
a security arrangement in which the patient is observed by trained 
personnel in a setting from which potentially suicidal objects have 
been removed. At times it may be necessary to remove light bulbs 
from the patient’s room. Channels and procedures for frequent 
and regular communication among hospital personnel and be- 
tween them and the physician are of critical importance. In 
addition to the prevention of suicide, hospitalization may serve 
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Akathisia may be particularly confusing, for the patient’s phy- 
sician or a physician seeing the patient in an emergency may tend 
to consider treating the observed restlessness by increasing the 
phenothiazene dosage, thus compounding the problem. All pa- 
tients placed on phenothiazenes should be cautioned concerning 
possible side-effects. Many clinicians routinely prescribe an anti- 
parkinsonism agent prophylactically whenever they prescribe 
phenothizenes. hydrochloride (Artane) 2 mg. 


once or twice daily or benztropine methane sulfonate (Cogentin’ 
2 mg. daily may be used for this purpose. 

With regard to medication for sleep in the treatment of suicidal 
patients, the writer, for a variety of psychological considerations 
prefers not to prescribe drugs known to the patient to be bar 
biturates, and uses instead such preparations as chloral hyd: ate 
glutethimide (Doriden), or etchlorvynol (Placidyl). The writer 
finds disturbing the practice of some physicians who, in treating 
a patient they have evaluated as suicidal, give to that patient a 
prescription for a potentially lethal medication in a quantity 
several times that necessary to produce death. Such a procedure 
would seem dangerously ill-advised. The regrettable fact tha 
patients seem able to obtain potentially lethal doses of drugs with 
amazing ease does not permit the physician to relinquish responsi- 
bility for aspects of the patient's treatment which are under his 
control. In Motto and Greene's study (30) of suicide and at- 
tempted suicide in the San Francisco area, one of three persons 
killing himself and two of five persons attempting suicide did so 
with a drug available only on a doctor’s prescription. The writer 
makes it a practice to prescribe at one time only such amount of 
sedatives as may be expected to be or are known to be sublethal 
for a given individual. The inconvenience of having to regularly 
refill such prescriptions is more than compensated for, in the 
treatment of a suicidal patient, by the increased frequency of 


contact, by telephone or otherwise, ittin ly awareness of 
regressive trends manifested by on of 
medication taken; and by the nonverbal communication implicit 
in this policy—that the physician is genuinely interested in and 
concerned about the patient’s welfare. The writer makes it a 
practice to keep with him at all times a serial record of all pre- 
scriptions for suicidal patients filled under his name, including 
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the date prescribed, the name of the patient, the telephone 
number of the pharmacy, the name and strength of the medica- 
tion, and the directions given. This card is consulted and added 
to each time a prescription is refilled. 


Hos PITALIZATION 


If a given patient is judged severely suicidal, or if, despite the | 
application of the measures discussed above, the suicidal danger ( 
continues to increase, hospitalization may be required. In con- 
sidering the advisability of hospitalization at a given time, the 
physician must consider such factors as the degree of suicidal risk ; 
the quantity and quality of supervision available in the patient's 
home; the skill and experience of the physician in treating such 
patients; the anticipated duration of the present crisis; what ef- 
fect, if any, such hospitalization will have on the continuation 
of treatment; the degree of increased feelings of dependency 
expected in the patient in response to hospitalization; the de- 
sirability of electroconvulsive therapy in cases of depression; the 
therapist's willingness and capacity to tolerate his own anxiety 
and uncertainty should he decide against hospitalization. Fre- 
quently, when a recommendation of hospitalization is made, the 
patient will violently protest and may refuse to cooperate. Once 
he has made the decision that hospitalization is necessary, the 
physician must remain absolutely firm with the patient and the 
relatives. In most cases the patient, sometimes under threat of 
commitment, can ultimately be persuaded to enter a psychiatric 
hospital or a psychiatric ward of a general hospital as a voluntary 
patient. 

The main and most frequent purpose of hospitalizing the - 
suicidal patient is to prevent or lessen the possibilities of suicide. 
This means that initially, and later as indicated, there should be 
a security arrangement in which the patient is observed by trained 
personnel in a setting from which potentially suicidal objects have 
been removed. At times it may be necessary to remove light bulbs 
from the patient’s room. Channels and procedures for frequent 
and regular communication among hospital personnel and be- 
tween them and the physician are of critical importance. In 
addition to the prevention of suicide, hospitalization may serve 
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such purposes as removing the patient from an environment with 
which he is momentarily or chronically unable to cope, providing 
an opportunity for an evaluation of the patient, permitting the 
establishment of an enforced therapeutic relationship and induc- 
ing effective involvement of relatives in the treatment program. 

Evidence concerning the high frequency of reactivation of sui- 
cidal preoccupation, when patients return to their pre-hospitaliza- 
tion environment after making a good adjustment in the hospital, 
emphasizes that their improved adjustment has been made to a 
given hospital environment. Adjusting to and in the sheltered 
environment of a hospital community is a considerably different 
thing than acquiring the ability to deal successfully with the 
environment in which the current emotional stress developed. The 
question of timing and the manner of separation from the hospital 
environment deserves study, but the writer is opposed to sudden 
separations and favors preliminary periods of hours, a day, over- 
night or weekends away from the hospital prior to ultimate 
discharge. The length of each hospitalization must be individual- 
ized. While hospitalization must continue until the suicidal crisis 
has abated, it should be borne in mind that many patients regress 
markedly on a regimen of prolonged hospitalization, creating new 
difficulties in the path of efforts to reintegrate them in the com- 
munity. This is added to the fact that beyond a certain point 
hospitalization, for whatever period, will not assist the patient in 
achieving the ability to cope with the precipitating situation. The 
problems of living cannot be worked out in an isolated, artificial, 
protective setting. 

It is a common occurrence that as soon as anxieties lessen, the 
hospitalized patient begins agitating for discharge. The support of 
relatives is quickly enlisted by the patient. The relatives point out 
that the patient now seems calm, less depressed, and in their judg- 
ment no longer requires hospitalization. The literature is filled 
with numerous studies and widespread anecdotal documentation 
supporting the conclusion that discharge at this time may often 
result in suicide during the ensuing few months. (16, 22, 29). In 
the treatment of the suicidal patient this problem—discussed 
earlier as a reactivation of the suicidal impulse—must be antici- 
pated. The relatives should be forewarned early in the hospitaliza- 
tion of the heightened suicidal danger as the patient improves; 
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they should be told the importance of their assistance in seeing to 
it that the patient remains in the hospital until the physician has 
determined that the patient may be discharged. Relatives who do 
not respond to a rational approach may sometimes respond more 
favorably when asked by the physician if they are prepared to 
assume full responsibility for the patient’s suicide. Most patients 
who wish to leave the hospital against medical advice will remain 
when faced by a family threat of court commitment proceedings. 

Although some physicians administer electroconvulsive treat- 
ments (ECT) as an outpatient procedure, it is perhaps most 
appropriately discussed in this section. As is the case with most 
therapeutic discoveries, many exaggerated claims were made for 
the efficacy of ECT when it was first introduced into the psychi- 
atric armamentarium. The one claim which has most convincingly 
stood the test of time is the usefulness of ECT in decreasing the — 
length of a given episode in a depressive illness. This is important 
to the subject under discussion because, in a given depressed 
suicidal patient, the use of ECT may markedly shorten the period 
of serious suicidal danger. Though there is considerable variation 
in the technic of administration and in the frequency and total 
number of treatments given, ECT is often given at a frequency of 
3 times per week for some 10 to 15 treatments. The use of ECT in 
the treatment of depression has diminished in frequency since the 
advent of tranquilizers and antidepressive medications, but most 
authorities continue to believe that it has a definite place in the 
treatment of depressed suicidal patients (10, 18, 29). 

It might be well to add that the risk of suicide sometimes in- 
creases after the first one or two shock treatments (28). 


SUMMARY AND PROGNOSIS 


Suicide is the eleventh leading cause of death in the United 
States. A significant percentage of persons who attempt suicide 
are under medical care at the time of the attempt. The diagnosis 
of depression is an important aspect in the prevention of suicide, 
since half or more of all suicidal attempts are made by persons 
suffering from overt or “masked” depression syndromes. Alertness 
to indications of conscious suicidal preoccupation or intent is 
also important in detecting and evaluating the potentially suicidal 
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patient. The severely suicidal patient should be referred to a psy. 
chiatrist for treatment. Many mildly or moderately suicidal pa. 
tients may be successfully treated by the non-psychiatric physician, 
if he is sufficiently sophisticated regarding the evaluation of 
suicidal danger and the treatment of the suicidal patient. 

Most suicidal acts contain a powerful appeal to other human 
beings in the environment for help. Because the medical com- 
munity is extensively involved in the suicide problem, physicians 
are often in a position to detect this appeal before it eventuates in 
an overt suicidal act and to respond to it with a treatment pro- 
gram. The physician must endeavor to present to the suicidal 
patient an attitude of patience, without indecisiveness; firmness, 
without rigidity ; tolerance, without permissiveness; concern, with- 
out perturbation. The physician should transmit to the suicidal 
patient his calm conviction that the patient can be helped. Ex- 
perienced clinicians concur that suicidal patients may be success- 
fully treated and that, where confidence in the physician and good 
communication exist, suicide is rare. 
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